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Oral cavity cancer patients in SMC HN cancer center
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Current status & oncologic outcomes of the oral cavity cancer in SMC

Oral cavity cancer patients in SMC HN cancer center

T Tis, Tx, TO 20 3.25%
T 267 43.34%

T2 169 27.44%

T3 47 7.63%

T4 13 18.34%

N NO, Nx 396 64.29%
N1 67 10.88%

N2 148 24.03%

N3 5 0.81%

M Mo 603 97.89%
M1 13 2.11%

Stage Early : I-Il 322 52.27%
Advanced : lll-IV/ 294 47.73%

Oral cavity cancer patients in SMC HN cancer center

L | | % ]
369

Treatment type OP 50.97
OP +RT 154 21.27
OP + CCRT/chemo 140 19.34
RT (chemo) 9 (15) 1.24 (2.07)
CCRT 12 1.66
Neoadj. -> OP/RT/chemo 5 0.69

Oral cavity cancer patients in SMC HN cancer center
Oncologic outcomes

Total 724 100.0

Recurrence 174 240
Local recurrence 95 13.1
Reginal recurrence 74 10.2
Distant metastasis 46 6.4

Death 101 13.9

Oral cavity cancer patients in SMC HN cancer center

Salvage strategy

Local recurrence

Distant metastasis

Regional recurrence

* OP (34.7%)

*+ RT (2.1%) « RT (9.5%) + RT (20.0%)

« OP+Adjuvant « OP+Adjuvant « OP+Adjuvant
(20.0%) (40.5%) (8.6%)

+ CCRT (7.4%) + CCRT (4.1%) + CCRT (2.9%)

» CTx (35.8%) + CTx (23.0%) + CTx (54.3%)

- OP (23.0%) - OP (14.3%)

Oral cavity cancer patients in SMC HN cancer center

Recurrence
(1741724, 24.0%)

Disease specific
death (13.9%)

Local recurrence Regional
(13.1%)

Distant metastasis
recurrence(10.2%) (6.4%)

I [ [

Salvage success Salvage success Salvage success

rate (58.9%) rate (59.5%) rate (30.4%)

Clinical trials for recurrent/metastatic HNSCC in SMC

+ TRIUMPH PI 2t
- B=EQUxlY FERY, Mok #xtolA RTA lEte] EMx|E 4 SAUX
Ch7lgt Ay AT (partt FEFE)
© HN-17-11 PI &l !
— At Hold HIQIF o M nivolumab} gemcitabine %2 2| § & 4ol CHEh 24
HYAIH
+  ESR-16-12422
- MM EE oY RER HEMZYS
— Durvalumab + tremelimumab + & &x} |2 5GyE 53|
«  Weekly docetaxel + CDDP P| 2HHZF
— ol Eet #xtof M 1&F |22 weekly docetaxel I cisplatin 2| SEH&tte
Ho| ool 24 AT
« Nanoxel + Herzuma PI 2t % NCT03614364 _
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CHo|gh 24 A7
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Oral cavity and Oropharyngeal cancer update
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Critical issues of SMC HN cancer center research

Resection (deep) margin

cNO nodal staging

Postoperative neck irradiation in pNO

Optimal reconstructive option for oral defects
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Current status & oncologic outcomes of the oral cavity cancer in SMC

e S L e Py

* cSM5 was a significant risk factor for local recurrence only in
advanced-stage, but not in early stage oral cancer.
« Depth of microscopic tumor extension from the gross tumor border
was significantly associated with primary tumor thickness that was
not C3 mm in T1 tumors.
« Surgical safety margin should be redefined according to the primary
tumor size.
Local flapS £ 3t oral cavity defect |74 S 7t
e L]
o T )
e 1 L ©
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Group 1: sentinel lymph node biopsy and elective neck dissection were performed at the same time

Group 2: neck dissections were performed with therapeutic or elective intent based on the outcome of sentinel lymph node
biopsy

Oral Oncol 2015;51: 914-920
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Validation and application of SLNB : Samsung medical center experience

Validation and application of SLNB : Samsung medical center experience
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Oral Oncol 2015;51: 914-920

Oncologic outcomes betweeb END vs SLNB in cNO early OSCC

necessary in SLNB alone trial phase to maintain acceptable oncologic outcomes

In our experience, FNR was higher in SLNB alone trial than that in validation trial. 11 % vs 6 %
This different FNR warrants that more stringent strategy and follow-up with salvage treatment is

Oral Oncol 2015;51: 914-920

Validation and application of SLNB : Samsung medical center experience

: Samsung medical center experience
SINE. N “’l

‘ Total END.
nezim ot-tte)
Disease-free survival

Overall survival

Log-Rank test P-value : 0.06 Log-Rank test P-value : 0.95

variable  O""S%" pr>chisq  Hazard Ratio Varigble  C""SHU b Ghisq  Hazard Ratio
Age 84059 0.0037 1.001 Resection margin 18562 0.1727 0.892
Depth of invasion  11.6952 00006 117 Depth of invasion 43473 0.0371 1.071
Group 211 01463 2,908 Gender 26663 0.1025 0.457
Unpublished data 2‘5
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Current status & oncologic outcomes of the oral cavity cancer in SMC

« Postoperative adjuvant RT tends to be performed in patients with
unfavorable clinicopathologic factors of the primary tumor, even in pNO oral
tongue cancer, resulting in similar regional control.

« Adjuvant RT to the surgically explored neck reflects the more prevalent
presence of unfavorable factors.

» No differences in oncologic outcomes were detected.

+ Apossible prognostic benefit of including the neck in adjuvant RT for pNO

oral tongue cancer.

5= N -l
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Compromised resection margin:
Re-resection vs. Irradiation
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Compromised resection margin: Re-resection vs. Irradiation
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Fig. 1. Survival plots showing local control rate according to T classification in oral squamous cell carcinoma (AJCC 7th edition). Adapt-
ed from Jang et al.’
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Fig. 2. Treatment guidelines for oral cavity cancer related with positive resection margin. Adapted from NCCN guideline 2018."
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Compromised resection margin: Re-resection vs. Irradiation
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Management of node-positive neck in squamous cell carcinoma of the oral cavity

Management of node-positive neck in squamous
cell carcinoma of the oral cavity
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Neck Dissection

1. Ipsilateral therapeutic neck dissection for a clinically node-positive (cN+) neck

1) Recommendation
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2. Contralateral neck dissection for a clinically node-positive neck
1) Recommendation
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3. Adjuvant radiotherapy or chemoradiotherapy
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Management of node-positive neck in squamous cell carcinoma of the oral cavity
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3) Recommendation
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Fig. 1. Treatment algorithm for management of the neck in patients with oral cavity squamous cell carcinoma of head and neck.®
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Salvage surgery for recurrence

Salvage surgery for recurrence
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Preoperative prognostic factor
[ P * Local vs. Locoregional failure
« Larynx vs. non-larynx
d « Stage I/l vs stage IV

+ Retrospective review of 159 patients

with recurrent OSCC
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Stage 1,11l -8
Stage IV - 21

Free - 13
Close -3
Involved - 13

« 59 recurrent OCSSC » 59 recurrent OCSSC

« Salvage surgery is the only potential curative treatment option in
recurrent OSCC

« Bad prognostic factor preoperatively
— Old age = 62 years?
— T3or4
— Nodal recurrence
— Initial treatment including RT/CCRT
— Short interval to recurrence

« Bad prognostic factor postoperatively
— Involved margin
— Extracapsular spread
— Lymph node ratio, grade of primary tumor
— Flap reconstruction?

+ Decision — extent of disease vs possibility of clear surgical margin



What's new in oral cancer reconstruction: Dentist’s view

What's new in oral cancer reconstruction:
Dentist’s view

Contents

* Innovation in Dentistry
What’s new in oral cancer reconstruction: — 3D, AL VR, AR

Dentist’s view « Considerations For Dental implants

— Occlusion based Reconstruction
Jaemyung Ahn, DDS, PhD, FIBCSOMS

Department of Oral and Maxillofacial Surgery, + TMJ Reconstruction with pI’OStheSIS

Samsung Medical Center « Cases

— Mx. & implants / Mn. & implants / TMJ. with HFM pt.
— Automatic fibula cutting guide

Innovation in Dentistry Innovation in Dentistry
3D 3D

S v 0

3D printing
(SLA)

U
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Innovation in Dentistry
Al

Innovation in Dentistry
AR

Innovation in Dentistry
AR

Innovation in Dentistry
VR

Innovation in Dentistry
AR

Ideal reconstruction

Safe

Effective

Aesthetically appealing
Accurate

Timely

Cost effective



What's new in oral cancer reconstruction: Dentist's view

Considerations For Dental implants
Occlusion based Reconstruction

Bone

Occlusion

51




17" Head and Neck Workshop

Oral cavity and Oropharyngeal cancer update

Case - Mx.

« 200, F/14, 20114
Bx. Result: odontogenic myxoma
* Brief Hx.
— 2011.10.6 Hemi-maxillectomy(Lt.)
— 2016.12.30 Fibula bone graft
— 2017.8.22 Implant installation (#24,25,26,27)
— 2018.6.8 Final delivery of prosthesis

| [ &
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2016 FFF =H|

Case - Mn.

« 9tOO F/67

* Brief Hx.:
# Rt.tongue Ca / SCC
s/p 2|5 CCRT chemo #4 + RT 40Fx's
OP 2009.11.24 partial glossectomy ¢ marginal mandibular bone
reconstruction with FFF (E}&l)
# radionecrosis
s/p 2|5 OP 2010.11.29 ALTFF on radionecrosis of Rt.mandible
OP 2010.12.13 LD FF with titanium (E}gl)
22| ENT OP 2017.01.19 2427 €272 mandible reconstruction ¢ FFF
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2019.5
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TMJ Reconstruction with prosthesis

Case Cong OO M/25
Hemifacial microsomia

Initial (2017.8)

+ Asymmetric maxillary dental arch form

Problem lists

Facial asymmetry to Lt.
— Nasal tip deviation : Yes

— Upper incisor midline deviation to Rt. 3mm
— Lower incisor midline deviation to Rt. 5mm

— Menton deviation to Rt. 9mm

Maxillary Canting: Yes, Rt. up(11mm)
No exist of Rt. Condyle and Glenoid fossa of

mandible
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Operation Plan

Le Fort I osteotomy
— Canting correction (Iliac B/G on Rt. Side)

[ me [ w3 ] c [ w3 | ws |
\

o | e | gomu ]

| smm down | mm down

— Ant. Yawing to Lt. 4mm at C
Sagittal split ramus osteotomy

— Lt: 7mm setback, 2.5mm up at #6

Total TMJ reconstruction with prosthesis on Rt.
Contouring on body and condyle of mandible Lt.
Genioplasty — advance 5mm, down 2mm

Automatic fibula cutting guide
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3D Surgical Planning (Automatic)

Courtesy by KIST KYJ, KUDH LIW

Modeling of Surgical Cutting Guide

Courtesy by KIST KYJ, KUDH LIW

Thank you for your kind attention!

jaemyung.ahn@samsung.com

Modeling of Surgical Cutting Guide

Courtesy by KIST KYJ, KUDH LW

3D Printing Results

Courtesy by KIST KYJ, KUDH LUIW



